MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH : —625—003301
DEPARTMENT OF PUBLIC HEALTH AND WELFAR STATE FILE NUMBER

DO NOT WRITE Registration Digtrict No. rimary Registration District No. 1—003—_R=9mru iNo. _ AFOICD
ON THIS $TUB )
1. PLACE QF DEATH 2. USUAL RESIDENCE (Whure deceasad lived. I institution: Residence before

a. COUNTY . a. STATE M 18 3oury Counry . admission)
b. CITY [If outside corporete limits, give TOWNSHIP anly) Length of stay in 1b ¢ CITY Inside Limits

or OR .
owv St, Louls, Mo, - W St, Louls Y %O
[} F%ép:#AME OF {If NOT in hospltal, give locetion) Inside Limits d. .:I;%EREETSS (M outside, give Jocation) Reside on Form

werution  DePaul Hospital Ye: O No[J 5519 Alaska | YO me g

3. NAME OF DECEASED Firat Wiadls ) Laat 4. DATE Month Day Yeour

Type or print
(yes et prnd Alvert J, Gipfel otm  January 16, 1963
5. SEX 4. 'COLOR OR'RACE 7. MarriedX]  Never Married [ 8. DATE OF BIRTH | 9. AGE {lest birthday) | IF UNDER 1 YEAR |F UNDER 24 HR
male_ White Widowad [J pworcad ] F‘eb 6 1$97 6 5 Months | Days Hours Min,
10a. USUAL OCCUPATION (Give kl;d of work done | 10b. KIND OF BUSINESS OR INDUSTRY! 1T. SIRTHPLACE (City and state or country) | 120 CITIZEN OF WHAT COUNTRY

sEE, Sty Mo tongy Electric "Illinois USA

I3a FATHER H NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

George Glpfel Minnie Stoeger Ella Gipfel

15. WAS DECEASED EVER IN U.S. ARMED FORCES?| 17. INFORMANT Address

(Yhéu, or unknuwn)’ (If Nﬁ war or dates of E].la Gipfel 5519 Alaska , St Loul SMO

18. CAUSE OF DEATH (Enter only une cause per line JB7Xa), (b)..eréd (<) INTERVA BETWEEN
ART |, DEATH WAS CAUSED BY: ~ . . .. ONSET AND DEATH

IMMEDIATE CAUSE (s}

VS 300
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DATE AMENDED

Q

n || w

il

AMENDMENTS "ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

+

o

DOCUMENT

Conditions, if any,

which geve rite 1o

sbove cavse (al,

stating the under-

Iying caums last. DUE TO ()
T 1I. OTHER SIGNIFICANT CONDPITIONS CONTRIBUTING TO DEATH but not related 1o the terminesl _FART 111, 1 decasand wos female was

PAR disease mndmon given in PART | (a) there a pregnancy in lest 90 days.

IDVQI | O Ne IDUnknown

19. WAS AUTOFSY | 20a. ACCIDENT  SUICIDE  HOMICIDE Z0b, DESCRIBE ROW INJURY QCCURRED, (Enier nature of injury in PART | or PART Il of item 18.)
PERFQRMED? =] o [n )
YEsK) NODOO3
20c. TIME OF Hou Month, Day, Year
INJURY a.m.
p.m.
20d. INJURY OCCURRED Too- PLACE OF INJURY (e.9., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
" WHILE AT WORK [ i farm, factory, strect, offica bidg., erc.} .
NOT WHILE AT WORK O L S e

.1 attended the d d from Q’ 2 "l' ~{o 1-/ te ’i_ﬁlﬂ__‘g_and last saw 'E' allve on#%é@l——
7_;@5 D m- ) _ m on the dm stated above, and to 1hn best of my l:nuwledgu, frbm the causes stated
N

MEDICAL CERTIFICATION

h occurred at

X s N [T Jochonitoe |k

RIAL CREMATION 2:ii:. DATE Tic. NAME-OF CEMETERY OR CREMATORY 23d. LOCATION (City, tovfh, or county) { (State} -

-21_63 New St, Marcus - Cen, st, Loulis, Mo,

T pnere) ot s | o 00 | o] Sl 2

USE' BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




s

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded an the reverse side of this certificate was embalmed by me,
: !

or by Student Embalmer No.

working under my personal supervision. ‘ -; ; / .
Student i : Signed C /ééZ/ Cé

Signature of Student Embalmer g -
Licensed Embalmer No. ¢ /

P. O. Address. € ‘?’232—,4 _,d%'«f-te\

s Note: The above MUST BE SIGNED- BY THE LICENSED EMBALMER in his OWN HANDWR[TING {Failure to comply
with the above constitutes grounds for revocation of license). -
If embalmed by a STUDENT, he also shall sign in his OWN handivriting.
If this body is not embalmed, fact should be-so stated aboveé.




